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QuickDASHSummaryDescription: The shortened Disabilities of the Arm, Shoulder and
Hand Questionnaire (QuickDASH) is an 11-item questionnaire that
rates physical function and symptoms in people with upper limb
musculoskeletal disorders.1 It is an abbreviated version of the 30-
item original DASH. The 11 items of QuickDash address daily
activities, house/yard work, shopping, recreation, self-care, eating,
sleep, friends,work, painand tingling/numbness.1 Like theDASH, the
QuickDASH version also contains two optional four-item modules
(sport/music or work), which are calculated separately to form a
scaled score thatmeasures symptoms and functions in certain high-
performing populations (eg, athletes and performing artists).
Instructions for scoring: Each item in theQuickDASHdisability/
symptom section and the optional modules are scored from a ﬁve-
point Likert scale (1–5); a higher value corresponds to greater
disability/severity of symptoms. The tallied scores for the
disability/symptom section and optional modules are convertedhttp://dx.doi.org/10.1016/j.jphys.2014.06.003
1836-9553/ 2014 Australian Physiotherapy Association. Published by Elsevier B.V. Alinto a scaled score (0–100) using a formula; a higher score
corresponds to greater disability and reduced function. A scaled
score can be derived for each section/module, even if one item is
not answered, but all items must be answered to attain a scaled
score for the optional modules.
Reliability and validity: Internal consistency (a = 0.92–0.95)
and test-retest reliability (ICC =  0.93) of the QuickDASH are
excellent.1,2 In addition, the QuickDASH has a high construct
validity (p = 0.84) when compared to the Shoulder Pain and
Disability Index (SPADI).3 The overall effect size and standardised
response mean of the DASH and QuickDASH are similar, indicating
that the QuickDASH has high construct validity and good
responsiveness.2 Several studies conﬁrm that the QuickDASH is
highly responsive and valid for different patient populations with
upper limb pathologies such as breast cancer survivors, burns,
paediatric and adolescent patients, and more.4–6CommentaryThe QuickDASH tends to score subjects higher than the DASH,
thereby underestimating the severity of symptoms and disability
compared to the DASH.3,7 It is also less speciﬁc than the DASH
when the different types of upper limb symptoms and activities
that the questionnaire covers are considered. Hence, some studies
do not recommend it for research purposes.
Another drawback is that the QuickDASHmeasures the function
and symptoms of the upper limb complex as a whole and also
emphasises motor tasks involving the larger joints. These features
of the QuickDASH are useful when assessing poly-articular
conditions such as polytrauma where it is difﬁcult to consider
and evaluate the different upper limb segments separately.
However, these features can also be limiting when assessing
speciﬁc wrist or ﬁnger conditions. In these cases, a joint-speciﬁc
outcome measure may be more appropriate (eg, patient-rated
wrist evaluation questionnaire).
The QuickDASH is quick and easy to administer and can be used
to evaluate a wide range of upper limb musculoskeletal dysfunc-
tions, making it especially useful in the clinical setting. It alsoprovides an objective measure of treatment responses.2 The
QuickDASH has been validated in many patient populations and
upper limb musculoskeletal conditions. It has also been translated
into several languages and is freely available at www.dash.
iwh.on.ca. All these initiatives and features of the QuickDASHmake
it readily accessible to clinicians worldwide and a commonly used
tool with a wide scope of clinical applications for the upper limb.
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